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I believe the Col-
lege must target its
message to both the
reformers and to
our members on the
few things that we
can control and
that we believe
will make a differ-
ence and improve
the health care that
we deliver.he health care system in our country is broken in many places, and fixing all of it at
the same time will be difficult and unlikely to occur. On the other hand, fixing parts
of it may have unintended consequences and change one set of perverse incentives
nto another. With the country currently in economic turmoil and 500,000 people losing jobs
ach month, will there be the will and energy to engage both the Congress and stakeholders
nto a meaningful dialogue that will lead to real improvements?
One of my greatest worries is that we could be victims of across-the-board price cuts
or today’s health care instead of having real reform centered on access and quality. It is
stimated that health care costs are one-third or more higher than the value of the ser-
ice received. Also, possibly as much as two-thirds of the recent increases in cost are due
o new technologies such as imaging—the things that cardiologists do every day. Some
f the suggested solutions are also difficult, too. For example, can we really “bundle” the
rofessional and hospital costs of some of our expensive and common chronic conditions
hen most of medical practice is sized at twos and threes?
We live in a country in which primary care physicians are doing nuclear, computed
omography, and magnetic resonance imaging in their offices, yet they have never been
ormally trained in these procedures. They do it to help keep down the expenses of their
ractices, because they—and we—know that the current system disproportionately re-
ards facility fees over evaluation and management.
Can we regulate these things while maintaining convenience for patients or efficiently
anaging a medical complaint? Can we make timely changes in regulations in a setting
n which clinical guidelines, appropriate use criteria, and even the technology itself
hange more rapidly than regulations can be updated? Will it really be possible to fix the
any deficient parts of our health care system, while at the same time aligning payment
ccurately with change to avoid unintended consequences, and do this in a way that mo-
ivates change?
For all of these reasons, I believe the College must target its message to both the re-
ormers and to our members on the few things that we can control and that we believe
ill make a difference and improve the health care that we deliver. Whatever we do, we
eed to remember that not all of our medical and surgical partners will agree with what
e are doing. Medicine does not have a single voice of professionalism. There are many
onstituencies—some of whom act and talk as trades—and we have no consensus be-
ause each physician organization realizes that change is likely to be incremental, and a
mall improvement for one group will most likely gore another.
Contributing to today’s situation is a medical system of delivery in which millions
f people are uninsured or underinsured. The U.S. spends $2.3 trillion each year on
ealth care. The cost per capita for health care in our country is $6,800. The aver-
ge insurance premium of $12,580 for a family is rising rapidly, and individual con-
ributions for care have more than doubled in the past 10 years to more than $3,500
year. These amounts are at least twice that of other Western countries, including
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President’s Page March 10, 2009:895–7ermany, Switzerland, and Australia, yet the statistics
how that the U.S. is dropping in the general measures
f health of its population. We rank last or 19th
mong industrialized countries on the number of pre-
entable deaths and 29th among 37 in infant mortality—
lmost double that of France or Germany.
Health care expenses are rising at an unsustainable rate,
nd the government is empowered to change that because
t presently picks up the tab for more than 40% of the
ealth care that is delivered. We are not going to be suc-
essful in convincing others to maintain the current reim-
ursements when the variation in utilization of cardiac
rocedures is as much as 8-fold.
osts Are Not the Only Issue
espite the richness of our system, patients are unhappy
ith the money that they spend on health care and do
ot want to spend more. They are dissatisfied with the
iecemeal care they receive and are unhappy about the
ack of access. In hospitals, patients do not know who
heir doctor is, and throughout the system handoffs hap-
en by chance. The average national patient readmission
ate is 15% within a month after discharge, and for heart
ailure, it is even higher.
Their income may be relatively higher than that of
hysicians in other countries, but doctors in the U.S. are
lso dissatisfied. They are frustrated with the bureaucracy
ssociated with physician payment, the escalating costs of
verhead, the high administrative costs that benefit nei-
her providers nor patients, and the increasing pressure to
o more each year to maintain their own compensation
nd pay for office overhead, malpractice insurance, and
ew technology costs.
ow the College Should Move Forward
oday specialists make up 68% of the U.S. physician
orkforce compared with 50% in similarly developed
ountries. Despite the concentration of specialized knowl-
dge and skills, data show that in those areas with the
reatest number of specialists, outcomes are in fact
orse—including even mortality.
In my mind, this period in our history offers a defining
oment for the College and for cardiologists. We can lead
n one important area—improving quality. We can demon-
trate to other branches of medicine how to improve quality
nd even take the bold step of self-regulation.
Yes, we can chime in and support many of the issues
rticulated by others—universal insurance, comparative
ffectiveness research, medical education enhancements,
nd loan programs that favor the pathway to primary
are. We can call for increased support of medical and
ublic health research, prevention and wellness programs,
ncreased and interoperable health information technology sr electronic records, and greater coordination of care and
ransparency. But the area in which we can provide the
ost guidance and set the best example resides with qual-
ty of care or shifting from volume to value.
For many years, the College has worked on quality ini-
iatives with our clinical practice guidelines, appropriate
se criteria, and consensus documents—defining and
enchmarking the quality of care that patients have a
ight to expect. We have developed registries that allow
ospitals and now individual physicians to measure their
erformance and be able to compare themselves with oth-
rs. We have taken some of these findings and initiated
uality improvement programs such as the Door-to-Bal-
oon Alliance, with which we have had an enormous im-
act on improving the care of heart attack patients. We
ave learned from these activities and further refined our
uidelines and other recommendations for care. With all
f our efforts, we are providing a “Circle of Quality.”
What we are doing is important to all, and our voice
an be a loud one because cardiovascular care is the larg-
st budget item for Medicare and for other insurers.
Despite our efforts, we have not rung out all of the
aste because we have not implemented either the
any clinical recommendations for care or the perfor-
ance measures for each practicing physician in a way
hat affects every patient encounter. The reasons are
imple. We have not had the funding to expand our
egistries and other infrastructure to develop point-of-
are decision aids for physicians, and we do not have a
ayment system that rewards physicians adequately for
oing these things. In fact, many physicians would take
financial bath if they were to do so with the current
ayment incentives. If these aids and measures were
ully deployed we could provide feedback to individu-
ls, and I would suggest that given good clinical data,
e could even self regulate.
The recent attempts by the Centers for Medicare
nd Medicaid Services to provide physician report cards
n use and outcomes using administrative data that
ould neither risk adjust nor describe a patient condi-
ion were woeful. Even more important, they could not
rofile or match a physician accurately enough to dis-
riminate a subspecialist doing procedures all day from
general practitioner doing an occasional in-office pro-
edure. Reports such as these would be so inaccurate
nd misleading that they could never gain the traction
eeded to enact change. The fact is that the College
an do this better and provide data that could demand
eal change.
I believe that our main message has to be about sup-
orting quality and value and providing funding for the
aps in our data infrastructure so that it can evolve more
apidly, and we must advocate for payment reform that
ewards adherence to clinical recommendations.
The College can set an example for others as a profes-ional society. In both health care and payment reform,
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March 10, 2009:895–7 President’s Pageur voice will not make a defining difference in how this
ation deals with the uninsured, in solving the high ad-
inistrative costs of insurance, or in changing malpractice
olicy. However, we can have a very strong voice and lead
he message on how to improve and pay for quality. If
ur message is focused on the roadmap to improve qual-
ty, and it points out the needed infrastructure and pay-
ent requirements to get there, we can be out in front
nd we can make a difference. The time is now for all of Ws to be the professional society that we portend to be,
est we be considered a trade.
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